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Structured Abstract

Background: Obesity is an epidemic in the United States which causes numerous chronic
conditions and disproportionally impacts underserved populations. The removal of barriers that
prevent active lifestyles such as unaffordable facilities and inaccessibility are of primary
importance in promoting a healthy lifestyle.
Objectives: Collaboration with community organizations to increase access to culturally
congruent nutrition and exercise classes for underserved Latino/Hispanic patients of a
Midwestern safety-net clinic to reduce obesity, increase physical activity, and improve dietary
habits.
Methods: Assessment of current practices revealed the need for project development. Six-week
nutrition education class and exercise classes were held for eligible patients which evaluated
average weight, nutrition knowledge, physical activity, dietary habits during pre and postimplementation. Program satisfaction was also assessed.
Results: Post-implementation data resulted in high satisfaction rates, increased physical activity,
increased nutrition education, and improved diet quality indicators. There was a small increase in
average weight.
Conclusion: Through accessible, affordable, and culturally-congruent nutrition education and
exercise classes, patients showed an increase in healthy habits and knowledge which can
improve health in the long-term.
Implications: The development of a program which reduces barriers for underserved
populations has been shown to be well received and effective in improving lifestyle habits.
Keywords: Obesity, physical activity, nutrition, chronic disease management, cultural
congruence, underserved populations
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Introduction

Obesity has become an epidemic in the United States. It is known to cause and worsen
progression of numerous debilitating chronic conditions such as type 2 diabetes mellitus
(T2DM), nonalcoholic fatty liver disease, cardiovascular disease, dyslipidemia, osteoarthritis,
certain types of cancers, and mortality. Within the United States, prevalence of obesity has
increased every year with 39.8% of adults over 20 years old having a body mass index (BMI)
equal to or greater than 30 in 2016, thus categorizing these individuals as obese (Hales et al.,
2017).
Obesity in the United States impacts populations disproportionately with its highest
prevalence being in Hispanic-origin groups (47%) and non-Hispanic black (46.8%) adults
compared to non-Hispanic white (37.9%) or non-Hispanic Asian (12.7%) adults (Hales et al.,
2017). Factors such as having low education, a low household income, being an ethnic minority,
being uninsured, and other markers of low socioeconomic status (SES) increase the risk of
obesity, as well as risk of chronic diseases, such as T2DM and hypertension. Costs associated
with obesity are estimated to be $147 billion per year in the United States and continue to
increase annually (Trivedi et al., 2015). As obesity in the United States rises, the risk of many
chronic diseases which lead to a decreased quality of life, increased financial burden, and
increased risk of death continue to similarly increase (Jia & Lubetkin, 2005).
Physical inactivity and poor health are highly associated with obesity as well as with an
increased risk of the development of chronic disorders and mortality (Nocon et al., 2007). The
American Dietetic Association notes that up to 50% of chronic disease mortality is related to
modifiable lifestyle factors such as nutrition and physical activity that contribute to obesity
(Kolotkin, Meter, & Williams, 2001). In patients with T2DM, 85% are estimated to be
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overweight or obese, and a weight loss of 5-10% of total body weight has shown to significantly
improve blood pressure, glycemic control, and lipid levels (World Health Organization, 2018;
Wing et al., 2011). Similarly, weight gain is associated with an increased risk of developing
hypertension and a 10% total body weight loss produced an average of a 4.3/3.8 mmHg decrease
in blood pressure (Delaney, 2011). Studies show that behavioral interventions aimed to increase
physical activity and healthy eating, while not focusing on specific weight loss, also produced
significant improvements in hemoglobin A1c in adults with T2DM (Avery, Flynn, Van Wersch,
Sniehotta, & Trenell, 2012). Individuals that meet the basic United States physical activity
guideline of 150 minutes of moderate-intensity aerobic physical activity each week had a 14%
lower risk of coronary heart disease (Sattelmair et al., 2011). Despite decades of warning about
potentially negative health outcomes of living a sedentary lifestyle, more than 60% of adults in
the Western world do not exercise regularly (Seefeldt, Malina, & Clark, 2002). Apart from
physical activity, nutrition education focusing on increasing knowledge, teaching alternative
behaviors, and incorporating personal food favorites in individualized eating patterns result in
improvement of dietary habits such as a decrease in trans fats, sugary drinks, and an increase of
fruits and vegetables. These healthy dietary changes lead to a reduced risk of cardiovascular
disease, T2DM, and obesity (Freeland-Graves & Nitzke, 2013). With the improvement of dietary
and physical activity habits, individuals not only improve the management of their existing
chronic conditions, but also help prevent new disorders and mortality.
Adults attempting to maintain a healthy lifestyle are continuously challenged by social
and environmental barriers. These barriers are exacerbated in underserved communities, such as
those with low SES, ethnic minority populations, and those with a lack of insurance (Betancourt,
Green, Carrillo, & Owusu Ananeh-Firempong, 2016). Members of these underserved
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communities often have lower levels of education, work in jobs with higher rates of occupational
hazards, have difficulty accessing preventative health care, have difficulty going to appointments
and healthy lifestyle classes due to lack of transportation, and do not have disposable income to
pay for resources such as gym memberships or equipment. Ethnic minorities face further
barriers, such as language barriers and ineffective communication, fear of racism, fear of
deportation, and unsafe environments (Betancourt et al., 2016).
Characteristics such as having a low SES, being ethnic minorities, not speaking English,
and being under or uninsured are the primary characteristics of the majority of this proposed
Midwestern site’s population. The risk of obesity is further aggravated by the clinic’s location in
a county with a higher prevalence of obesity (32.0%) compared to both the state (31.2%) and
national (29.8%) average, suggesting that the clinic’s obesity prevalence is equally high (Kent
County Health Department, 2017). Studies show that the removal of barriers that prevent active
lifestyles, such as unaffordable facilities and fear for personal safety in facilities are of primary
importance in promoting a healthy lifestyle. Identification of its determinants and the design of
interventions which reduce barriers may promote regular physical activity and reduce BMI
(Seefeldt et al., 2002). The purpose of this Doctor of Nursing practice (DNP) project is to
collaborate with trusted existing community service organizations in order to provide culturally
congruent nutrition education and physical activity classes that are accessible, affordable, and
safe for underserved patients from a Midwestern safety-net clinic for the purpose of obesity
reduction. Individual objectives of this project include a reduction of weight, an increase in
physical activity, an improvement in dietary habits, and increased knowledge of nutrition.
Systemic objectives include the development of a sustainable program for underserved
populations and the increased collaboration between the healthcare clinic and community
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organizations to increase the clinic’s exposure to the public. Leininger’s Culture Care Diversity
and Universality Theory was used as the theoretical model for the development of this project
while Kotter’s Eight Step Change Model guided the implementation process.
Methods
This quality improvement project was designed to increase physical activity and improve
dietary habits in order to reduce obesity rates in patients of an urban Midwestern safety-net
clinic. The design of this project was a “pre” and “post” implementation comparison after a sixweek program. Clients self-referred or were referred by their primary care provider.
Intervention
Two organizational analyses were conducted which determined a need for this quality
improvement project within the organization (Appendix A). Once the need was determined, the
evidence-based quality improvement project was designed from results of a systematic literature
review (Appendix B). The project plan for this evidence-based culturally-congruent two-branch
nutrition education and physical activity class intervention is based on Kotter’s Eight Step
Change Model (Appendix C) in order to achieve the three primary objectives of reduction of
weight, increased physical activity, and improved dietary habits. The target population invited to
attend the classes include patients of the clinic that are 20-65 years old with a diagnosis of
hypertension, T2DM, or a body mass index over 30, that speak either Spanish or English, with an
expressed interest of readiness to change, and were individually approved by their primary care
provider. The six-week nutrition class was roughly one and a half hours long and focused on;
label reading, MyPlate, understanding of how nutrition impacts the body, healthy eating on a
budget, menu planning, and food safety. Each class included a food demonstration that used
affordable and healthy ingredients typical of Latino cuisine to make a snack such as mango salsa.
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The class also emphasized how physical activity impacts health and participants were taught
easy techniques to increase activity level throughout the day such as taking the stairs rather than
an elevator. The classes were held at the safety-net clinic and were taught by a PhD-educated
bilingual and bicultural Latina community nutrition instructor. Participants that attended four out
of the six nutrition classes received a graduation diploma and a donated free one-hour class pass
to a local recreational center from the clinic as an incentive. The physical activity classes were
held in a nearby elementary school which is recognized as a safe and accessible community
location. The classes occurred once per week for one hour and focused on Zumba, a moderateactivity exercise demonstrated to be favored by the Latino population and typically show success
in increasing physical activity (Larsen, Pekmezi, Marquez, Benitez, & Marcus, 2013). The
Zumba classes were already existing and open to the public, therefore, a new collaboration with
the clinic increased exposure and awareness of the clinic and its services to the community. This
additional awareness of the clinic may result in an increase of future revenue through increased
patient registration, volunteers, or donations. Due to the clinic having low revenue to provide
classes, both the nutrition and physical activity classes, as well as the incentives, were free for
both the patients and clinic. Free classes were funded through grants due to new collaborations
with community outreach organizations which were established by the student implementing the
intervention.
Approach
Pre-intervention data was collected on the first day of the nutrition class to provide a
baseline for the participants, while post-intervention data was collected six weeks later, at the last
day of the nutrition class. A nutrition program satisfaction evaluation was given only at the last
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nutrition class. The data collected and analyzed were reviewed with the medical staff and team
members.
Measures
Measures of this intervention included the group’s average weight collected by a chart
review of the electronic health record (EHR) system to gather weight information. Physical
activity and diet quality indicators (i.e., eating fruits and vegetables, drinking less sugary drinks)
were measured with the Food and Physical Activity Questionnaire (FPAQ) and a 24-hour Food
Recall form (Appendix D; Appendix E). Nutrition knowledge was measured by a single
anonymous self-rated nutrition knowledge question (Appendix F). Participant’s satisfaction with
the nutrition class was measured with an anonymous nutrition class satisfaction evaluation
(Appendix G). All forms were available in English and Spanish and the student was available to
help participants with low literacy.
Analysis
Analysis of physical activity and dietary habits include only those that completed both
pre and post-intervention FPAQ and 24-hour Food Recall questionnaires (n=6). Pre-intervention
weight and the nutritional knowledge question was collected as a total average of all participants
(n=13). Post-intervention weight was collected at the time of the nutrition class or through an
EHR chart review of patients that had been weighed at the clinic within one week (n=9). The
nutritional knowledge question was collected at the time of the last nutrition class (n=6). All
results were analyzed regardless of how many classes the participants attended. Weight and the
nutritional knowledge question were collected, unidentified, and recorded on an Excel
spreadsheet for analysis. Results from the FPAQ and 24-hour Food Recall form was gathered
and statistically analyzed by the nutrition instructor’s organization and shared with the clinic due
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to their patient identification protocol.
Ethical Considerations
Data collection began after this project was deemed a quality improvement project by the
Institutional Review Board (IRB). Data collected for the project was stored on a flash drive and
kept with the Project and Quality Improvement Manager (PQIM), in a safe and locked office.
There was no data shared or saved in cloud storage, or on any school device. Only the project
team had access to the deidentified data and use it for completion of this project.
Results
Of the 13 participants that registered for the classes, seven participants completed four out
of the six nutrition classes. There were no participants that attended both the nutrition class and
the physical activity class. All participants were Hispanic/Latino and had a primary language of
Spanish and were between the age of 30-59 years old. Results are found in Appendix H.
Physical Activity
Based on the completed FPAQ and 24-hour Food Recall, 50% showed improvement in
one or more physical activity behaviors. Fifty percent of participants reported making small
changes to be physically active more often and 33% reported exercising more days per week.
Nutrition
After participating in the program, 100% of participants showed improvement in one or
more diet quality indicators. Notably, 83% of participants reported an increase in daily fruit
consumption, 50% of participants reported an increase in daily vegetables intake compared to
their pre-intervention responses, and 100% of participants met recommendations for dark green
vegetable consumption which was a 50% increase. Mean sodium intake was noted to decrease by
64 milligrams after the intervention, while mean fiber intake increased by 3.8 grams from pretest
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to posttest. Also, 17% reduced their sugary-sweetened beverage intake after completing the
program. The average nutrition knowledge question results increased by 1.5 points thus revealing
an increase in nutrition knowledge.
Weight
Average weight from the initial registered participants (n=13) pre-intervention was 208.7
pounds. Available post-intervention data showed an average weight increase of 2.9 pounds
(n=9).
Satisfaction
The post-intervention satisfaction evaluations (n=6) were very positive. All participants
responded with either ‘Somewhat’ or ‘Yes’ to their satisfaction with the class. Notably, 100% of
participants responded with ‘Yes’ to questions of whether this class gave them tips to improve
their health, to using this class to improve their health, to wanting to attend another nutrition
class in the future, and to recommending this class to somebody else.
Systemic Objectives
Overall, this project led to the development of a sustainable program to improve the
health of underserved populations. This project also increased collaboration between the
healthcare clinic and community resources that had not previously existed. Collaborations
between organizations increased exposure and awareness of the clinic and its services to the
public.
Discussion
Overall, the practice change was considered successful. Thirteen participants were
registered for the class, seven “graduated” from the nutrition program, and six patients were lost
to follow up. The primary reason that participants stopped attending the program was because of
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the winter weather and their fear of driving in the snow. Nonetheless, the clinic regarded the
attendance of this intervention as very positive given the social determinant of health barriers.
Participants noted the winter weather as a contribution for their absence from exercise classes as
well as the difficulty of attending two different classes within the same week. Although none of
the participants attended the exercise class, results show that 50% of patients increased their
physical activity within the intervention period which shows that education of the importance of
exercise is effective in increasing physical activity. Since the exercise class is held all-year and is
open to the public, there were several instances where class participants heard the mention of the
clinic by the student who was able to educate them on the clinic’s services and purpose. Through
the clinic’s new collaboration, one of the clinic’s goals of increased exposure to the community
was achieved.
Although a reduction of weight was not achieved, it is necessary to recognize the shortterm nature of this intervention and view weight loss as a complex long-term process. Variables
that may have contributed to this weight gain include hosting the intervention during the time of
year with many food-based holidays such as Thanksgiving and Christmas.
Cultural Aspects
The use of an intervention with the emphasis on cultural congruence improved its
effectiveness. Many participants mentioned that they had never attended a class with a bicultural
and bilingual instructor and were grateful for this cultural congruence. The incorporation of
family as a support system was effective as shown through one of the participants bringing in
their daughter to three nutrition classes rather than missing the class.
Limitations
Limitations for this project included its small sample size and a short implementation
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timeframe which prevented collection of long-term measurable changes, such as long-term
weight changes. Satisfaction was measured through surveys which were delivered by the
instructor which may have led to bias in the participant’s responses. Another major limitation of
this study was the winter weather. The project was implemented in the winter which resulted in a
correlation between a greater than average number of winter storms and low attendance.
Similarly, the exercise class was held at a local school, thus when the school was cancelled due
to severe weather, the exercise class was also cancelled, which occurred once during the sixweek period. Along with this, many participants stated that establishing major dietary changes
due to holiday gatherings in November and December was especially difficult for them.
Conclusion
Obesity in the United States has grown to an epidemic level and continues to increase every
year. This disease disproportionately impacts underserved Latino and Hispanic populations often
due to lack of healthy lifestyle education, inaccessibility, unaffordability, cultural and language
barriers. With the introduction of a culturally congruent quality improvement project located
within the community that focuses on nutrition education and physical activity classes, patients
showed increased healthy dietary habits, physical activity, and nutrition knowledge.
Implications for Practice
The implementation of this evidence-based culturally congruent quality improvement
project increased accessibility to free health improvement education and classes for underserved
populations which did not previously have access. An effective aspect of this project was the
involvement of a variety of existing community service organizations to collaborate in providing
a program that was culturally tailored to its population thus showing their improvement in diet,
nutrition knowledge, physical activity, and high satisfaction results. Due to the success of the
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project and its low clinic cost, the clinic has deemed it necessary to make this program and its
relationship with the community organizations sustainable. This program is expected to be
offered to its patients three times per year and will be managed by the health educator. Future
projects should take winter weather into consideration when determining the program schedule.
Future studies should also consider other objective measurements such as blood pressure, weight
circumference, and hemoglobin A1c to determine improvement. Ultimately, this project can
serve as a template for other clinics across the country with similar populations in order to
combat obesity and improve healthy lifestyles throughout a community.

OBESITY INTERVENTION

14
Appendices

Appendix A
SWOT Analysis of the Safety-Net Clinic
STRENGTHS
•
•
•
•
•
•

Increased accessibility to
underserved patients
Low-cost appointments
Quality care and positive culture
based on Christ-centered care
Bilingual interpreters and some staff
Some specialty providers available
Counseling and spiritual care
provided

WEAKNESSES
•
•
•
•
•

OPPORTUNITIES
•

•

Collaboration with community
organizations and resources could
increase promotion of clinic and
decrease cost of interventions
Close-knit community that provides
social support and safety

Income based on donations – low
disposable money
Risk of patients not having consistent
provider
Limit of subspecialties
Lack of chronic disease interventions
Lack of chronic disease prevention
interventions

THREATS/CHALLENGES
•
•

Highly variable revenue based on
donations
Patient population includes those with a
low socioeconomic status, non-Englishspeakers, and under or uninsured
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Appendix B
Table of Literature Evidence
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Appendix C
Kotter’s 8-Step Change Model

Figure 2. Adapted from Kotter, J. P. (2012). Leading Change: With a New Preface by the Author.
Harvard Business Review Press: Boston, Mass.
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Appendix D

Food and Physical Activity Questionnaire
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Appendix E
24-hour Food Recall Questionnaire
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Appendix F
Nutrition Knowledge Question

English Version:

Spanish Version:
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Appendix G

Nutrition Program Satisfaction Survey
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Appendix H
Results
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Table 1
Average Group Weight Pre and Post-Intervention.
Pre-Intervention
(n=13)
Average Weight

208.7 lbs

Post-Intervention
(n=9)
211.6 lbs

Table 2
Average Self-Score of Nutrition Knowledge Question.

Pre-Intervention Post-Intervention
Self-Score (n=13) Self-Score (n=6)
Average Score
(Scale of 1-5)

2.3

3.8
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Reflection on DNP Essentials

Essential I: Scientific Underpinnings for Practice
The DNP student should be proficient with the integration of nursing science to
determine actions and strategies to enhance health and its delivery in order to evaluate outcomes
and develop new practices based on nursing theories and multidisciplinary sciences. This
essential was achieved through the careful analysis during the organizational assessment and the
literature review which were conducted to determine best multidisciplinary practice as a method
to improve health. Leininger’s nursing theory was used as the base of this project which guided
healthcare delivery and practice.
Essential II: Organizational and Systems Leadership
This essential focuses on the organizational and systems leadership needed to develop
and evaluate effective and cost-effective healthcare delivery approaches to the improvement of
quality initiatives while using advance communication skills and sensitivity to cultures and
populations. This was achieved with this project though the interdisciplinary work with
organizational leaders to determine facilitators and barriers to make this project a sustainable and
cost-effective success for patients while encompassing sensitivity of the clinic’s and population’s
culture. Communication with various organizational leaders was achieved through emails,
meetings, and phone conversations in order to ensure open collaboration for budgeting, planning,
and implementation of this multidisciplinary quality improvement project.
Essential III: Clinical Scholarship and Analytical Methods for Evidence-Based Practice
A DNP graduate must be able to translate research into evidence-based practice for the
goal of improving healthcare. This was accomplished by appraising evidence-based practices
through a systematic literature review based on reduction of obesity in underserved Latino and
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Hispanic populations. This project also highlighted the student’s ability to design, implement,
and evaluate an evidence-based nutrition and exercise program for patients of a safety-net clinic
as well as to effectively evaluate outcomes and disseminate finding to team members in order to
improve healthcare strategies.
Essential IV: Information Systems Technology
The use, evaluation, and understanding of information systems and technology is another
essential that must be achieved by a DNP graduate. For this project, the student used the clinic’s
electronic health record system to determine eligibility and to collect data. Excel was used for the
creation of tables and graphs and its analysis pertaining to the results of the project. The student
also learned about information technology though webinars dedicated to nursing informatics and
its growing impact on healthcare.
Essential V: Advocacy for Health Care Policy
This essential focuses on how healthcare policies influence the ability to address health
care needs throughout various populations. A DNP student must demonstrate leadership in the
development and implementation of healthcare policies, must advocate for the nursing
profession, and must advocate for its patient populations that suffer from inequalities. This
essential was achieved by the DNP student advocating for its patients that do not have insurance
or access to necessary nutrition and physical activity education by bringing classes to the clinic’s
patients through collaborations with statewide organizations. Along with this, the student
attended a nurse practitioner advocacy event at the state capital where she met with a district
representative and advocated for the nursing profession.
Essential VI: Interprofessional Collaboration
A DNP graduate must show leadership within interprofessional teams while focusing on
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effective communication and collaborative skills for the development of practice changes. This
essential was accomplished by the student leading biweekly meetings of seven interprofessional
team members for the goal of the implementation of a practice change. Also, the student met
with various community outreach program leaders, nutrition instructors, and fitness instructors to
determine the programs that would be the best fit for the clinic’s population. This
interprofessional collaboration was necessary in the development of the student’s comprehensive
healthy lifestyle program which was made possible by various disciplines’ advice.
Essential VII: Clinical Prevention and Population Health
The analysis of epidemiological, psychosocial, biostatistical, and environmental scientific
data, its synthesis of implementations to improve health promotion, disease prevention,
accessibility, and the identification of gaps in healthcare populations, and its effective evaluation
on care delivery models in the community to improve the nation’s health while maintaining
cultural sensitivity is a critical essential for a DNP graduate to master. The analysis of the
population environment, gaps in population care, and the need for a health promotion/disease
prevention program were identified by an organizational assessment which led to the creation of
the DNP project. This project maintained cultural sensitivity through the guidance of Leininger’s
Cultural Care Diversity and Universality Theory in order to produce an effective intervention.
Essential VIII: Advanced Nursing Practice
This essential encompasses competencies necessary for the foundation of an advanced
practice nurse such as the conduction of a comprehensive assessment in complex situations,
implementation of interventions based on nursing science, development of therapeutic
relationships with patients and professionals, the understanding and application of critical
thinking, and the delivery of guidance and support of other nurses and students to achieve
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excellence in nursing practice. The DNP graduate showed success in this essential. The DNP
project provided the implementation of a comprehensive interdisciplinary intervention for the
goal of reduction of a complex disease based on nursing science provided though a systematic
literature review. This project and its delivery were made possible through the student’s
establishment of trust and therapeutic relationships with patients and stakeholders which took
place over one year. Apart from the project, the student spent several hours training nursing
students on how to conduct vital signs on patients, as well as teaching nursing students and
prospective nursing students about the nursing profession and advanced practice degrees.
Dissemination of Outcomes
Outcomes of this project were disseminated in various ways. First, outcomes were
presented to the clinic’s medical and leadership staff. Second, nutrition outcomes were presented
as a part of a Diabetes Self-Management Education poster presented at the Michigan Council of
Nurse Practitioners conference. Third, the project was presented to the advising committee and
to the public as the student’s oral defense. Fourth, the student’s final project defense paper was
submitted and accepted to ScholarWorks. Dissemination of this project is important in order to
provide other clinics with ideas and methods to combat growing obesity rates.
Sustainability
Sustainability of a project can be difficult after the facilitator leaves. Leaving an effective
and successful evidence-based practice intervention is important to keep momentum of the goal.
Patient evaluations of the nutrition class showed excitement in continuing healthy lifestyles
which inspired the staff to make this intervention sustainable. The student and the health
educator worked to open a new line of collaboration between two community organizations
dedicated to helping individuals live a healthy lifestyle which has been recognized as a
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sustainable collaboration. These two connections provide free resources for patients which was a
major need for the clinic. The student worked closely with the health educator to teach and train
her about the workflow process of planning and establishing the next set of nutrition classes. The
student also created an educational sheet for providers detailing how to order the nutrition
program and physical activity classes as a referral to the health educator for registration. Once
the student leaves, the health educator and the PQIM will be the main individuals maintaining
the nutrition and physical activity interventions for the patients. Their tasks will include calling
eligible patients to register in these classes and contact the nutritionist to set up a new class
schedule. Due to its success, the goal of the clinic is to provide nutrition classes at least three
times per year, which the student has worked with the health educator to establish. The physical
activity class at the nearby Elementary School are open all-year except for holidays and a twoweek break during December. The clinic has embedded these classes into their culture and has
set up the next set of nutrition classes beginning March 2019 thus showing the efforts of
sustainability were effective.

